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Specialty Care Needs of a Medically
Indigent Adult Population
TO THE EDITOR: Proposed changes in the national health
care system include health coverage for persons currently
considered "medically indigent." This group includes the
37 million Americans completely uninsured and those
currently covered by state and local government-funded
programs such as the medically indigent adult county
medical services (CMS) programs in California.' Al-
though it is clear that a strong primary care network will
need to be in place, the specialty care needs of these peo-
ple will be substantial.2

San Diego County provides physical health services to
approximately 22,000 medically indigent adults 21 to 65
years old. We recently reviewed the specialty care needs
of these patients and compared them with the specialists
available. In fiscal year 1992, 9,202 referrals were made
to 328 specialists. The burden of specialty care fell to the
greatest extent on ophthalmology (22% of referrals) and
orthopedics (11%). General surgery (10%) and otolaryn-
gology (8%) were also in high demand, followed by car-
diology (8%), urology (7%), and neurology (7%).

The CMS program in San Diego experiences varying
participation among specialties, with only 17% of county
specialists accepting CMS patients. This maldistribution
results in large referral-to-physician ratios (greater than
50 referrals per physician) falling on the dermatologists,
endocrinologists, neurologists, and otolaryngologists. Un-
even physician participation results in administrative
resources being used to find physicians to care for these
patients. The proposed reforms, however, would pay
physicians equally for the formerly indigent and formerly
insured patients. Assuming equal participation of physi-
cians across specialties and current utilization patterns,
the referral-to-physician ratio would be realigned. These
recalculated ratios are highest in the fields of gastroen-
terology, neurology, ophthalmology, and otolaryngology;
although orthopedics, surgery, cardiology, and urology

would also be in high demand, the large number of these
specialists countywide would result in much lower pa-
tient-physician ratios.

Eliminating economic barriers will not result in equal
access to all specialists, because of geographic, language,
and cultural barriers. It is, however, refreshing to consider
that true health care reform could change the attitudes to-
wards previously medically indigent adults from a burden
and duty to a sought-after patient base, eliminating the
time and money spent in seeking care for these patients.

LINDA L. HILL, MD, MPH
County Medical Services Program
Medicus Systems Corporation
PO Box 939016
San Diego, CA 92193
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Improving Response to
Domestic Violence
To THE EDITOR: On reading Dr Patricia Salber's highly
relevant epitome, "Improving Emergency Department
Response to Victims of Domestic Violence," in the No-
vember 1993 issue,' a particular need in the care of these
patients comes to mind. Working as a forensic pathologist
in a coroner's office within shouting distance of the re-
gional level I trauma center, I review emergency depart-
ment records of injured patients who die. The injury
assessments in these records may be adequate for treat-
ment, but they are usually substandard for medicolegal
purposes. I assume that this is also the case for many in-
jured patients who survive and are therefore never evalu-
ated by a forensic specialist.

In my experience, the training of emergency physi-
cians generally is inadequate to prepare them for the task
of accurately assessing injuries using proper forensic
terms. Many do not appreciate the difference between a
laceration and acut, for instance. Emergency physicians
often have a more pressing matter on their minds-saving
the injured patient's life-and can spare little time for de-
tailed wound evaluation and documentation. Neverthe-
less, injured patients should be given proper medicolegal
evaluation. Inaccurate wound description can compro-
mise treatment and may destroy the patient's right to
compensation. Patients' need for justice on the criminal
or civil level is as valid as their need for competent med-
ical and surgical therapy.

Despite these farther-reaching needs, few centers in
the United States have begun clinical forensic medicine
training programs for residents and fellows in emergency
medicine and other clinical specialties.2 We are still far
behind countries such as Great Britain, where a police
surgeon-a clinician with specific forensic training and
certification-is available. As a result, our quality of
medicolegal evidence in cases with surviving victims, in-
cluding victims of domestic violence of all sorts, is com-
promised.
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Our forensic pathology group has offered to initiate
such a program in our area, and the concept has been well
received. So far, only the concept exists because funding,
staffing, and other particulars are in limbo. I would en-
courage forensic pathologists and their clinical col-
leagues, along with attorneys and judges, seriously to
consider the necessity of such programs in their commu-
nities. Until we establish a competent system of forensic
medicine in this country, we will continue to underserve
the needs of victims suffering from all forms of violence.

GREGORY D. REIBER, MD
Clinical Assistant Professor
Department ofPathology
University of California, Davis,

School ofMedicine
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2443 Fair Oaks Blvd, Ste 311
Sacramento, CA 95825
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Dr Salber Responds
TO THE EDITOR: Dr Reiber's letter raises an interesting
point. As emergency physicians, trauma surgeons, and
other physicians caring for injured patients are becoming
increasingly aware of societal violence-including family
violence-as a cause of injuries, the need for training in
forensic evaluation is more apparent. Such evaluation
would increase our ability to diagnose violence as the
cause of an injury, thereby increasing the chances for a re-
ferral or intervention to break the cycle of violence. In ad-
dition, documentation of a forensic evaluation may help
injured patients who seek protection or redress in the ju-
dicial system. The best treatment of victims of violence
will require a team approach. I applaud Dr Reiber's sug-
gestion that forensic pathologists should be added to the
team.

PATRICIA R. SALBER, MD
President
Physiciansfor a Violence-Free Society
San Francisco General Hospital
Bldg One, Rm 306
1001 Portrero Ave
San Francisco, CA 94110
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